Starch, in various forms and from a number of plant species, is widely used in medical and pharmaceutical practice.' In particular, it is used as a dusting powder for rubber products, such as surgeons ' gloves, and as a filler and disintegrant in tablet manufacture. Starch was introduced to replace talc as a glove lubricant after reports that accidental introduction of talc into wounds caused failure of wound healing, fibrosis, and sinus formation.2 Contrary to initial reports3 starch is not entirely safe and reactions to it have been reported in the pulmonary parenchyma, pleura, paranasal sinuses, mastoid cavities, testes, biopsy scars, and even in the pelvic peritoneum after vaginal examination.4
We report three cases of synovitis in which starch appears to be the pathogenic agent. In addition, 4 um sections were stained with Lugol's iodine and mounted in a water based mountant.
Results
The microscopical appearances were similar in all three cases. The normal synovial architecture was lost. No synoviocyte layer was present; instead, the surface consisted of fibrin containing a mixture of polymorphonuclear leucocytes, lymphocytes, and macrophages (Fig. 1) . The subintimal layers were replaced by oedematous granulation tissue infiltrated by macrophages and occasional lymphocytes and plasma cells. Within this infiltrate ill defined, non-caseating, tuberculoid granulomata containing multinucleated giant cells and Langerhans' cells had formed (Fig. 2) . The giant cells and some macrophages contained structured, doubly refractile particles, which occasionally had the typical microscopical appearances of maize starch, being polyhedral and non-striated with a central triangular hilum. In polarised light they formed "Maltese crosses" (Fig. 3) . More frequently, the particles, although still recognisable as maize starch, were incomplete, suggesting partial digestion. Both intact and incomplete particles stained pink-purple with periodic acid Schiff (before and after diastase) and dark blue with iodine.
In case 3, in addition to starch granules, giant cells Of all the reported sites the peritoneum is the most commonly affected. Extensive sudies of starch peritonitis show it to have a number of characteristics, which have been interpreted as indicating a cell mediated immune disorder rather than a simple foreign body reaction.5
We believe this to be the first report of histologically proved granulomatous starch synovitis. There are both clinical and histological similarities between this disorder and starch peritonitis which suggest a similar pathogenesis. The temporal relation between probable time of starch implantation and the onset of symptoms appears variable, but in all three cases the synovium, like the peritoneum,8 contained ill defined granulomata in oedematous, chronically inflammed granulation tissue with undigested and partially digested starch particles within multinucleate giant cells. In case 1 it is difficult to be certain about the time of starch implantation as the joint aspirations five years and one year before biopsy could be implicated. It 
